Intervention projects aimed at preventing STD and HIV generally tend to target the women sex workers and through them their clients. In such an approach women sex workers are often seen as the source of infection and the agents of change, with attendant burden accompanying that role. The responsibility for persuading male clients to use condoms after procuring them, making clients actually wear them and ensuring their disposal also lies with the sex workers. The approach has failed to recognize the gender issues surrounding sexual health, particularly the power relations existing in society. While gender justice is a recognized legitimate concern, the discourse has excluded the sex workers from its purview making them the moral "other". Sexual health projects implemented currently in different parts of Kerala are not sensitive to gender issues because they mistakenly assume that the sex workers are autonomous subjects. Such projects avoid more fundamental issues and tend to focus narrowly on the promotion of condoms without regard to the implications of power relations on male receptivity to, and compliance in condom use.
Introduction
Sexual health projects have come into existence in the cities and towns of India with the long-term goal of containing the spread of sexually transmitted diseases (STD) and human immuno-deficiency virus (HIV) by targeting those with high-risk behaviour. Sex workers are particularly focused in the intervention projects since they are known for their greater vulnerability to high-risk behaviour. The gender dimensions of these intervention programmes aimed at STD and HIV prevention are becoming increasingly important with rising HIV incidence among women in view of the fact that heterosexual means now constitute the main mode of transmission of HIV. Women account for nearly half of the infected persons (UNAIDS 1996) . Moreover, male to female transmission is estimated to be eight times more likely than the other way round (Padian et al, 1997; Hitchock, 1996) . The gender and development literature seems to have sidelined men except as shadow figures (White 1997) . However, there is a growing recognition of the need to define more precisely the relationship between men and 'engendered' development policy and practice. Also, the question of men's responsibility for women's disadvantage as well as men's role in redressing gender inequalities is now widely acknowledged. There is now greater interest in men as potential agents of change and not merely objects of blame, a point reflected in the World AIDS Day slogan of year 2000 that "men make a difference".
The term gender refers to the social shaping of femininities and masculinities, and contests the notion that relations within and between the sexes are conditioned by biology (Ankrah and Attika 1997) . Unequal gender relations can be seen in many ways, but are particularly visible in the special vulnerability of women to HIV and AIDS in countries like India where risk-taking behaviour among men is common. Economic and social vulnerability, as well as stereotypical gender roles, therefore, tends to fuel the AIDS epidemic. Women's vulnerability to STD and HIV infection is enhanced for several reasons; this includes their economic dependence on men, lack of access to education and information, poverty, sexual exploitation, coercion and rape, as well as the greater tendency of women to sell sex in order to survive . The presence of ideologies of masculinity and femininity make it seem 'natural' that men should have the upper hand when it comes to economic decision making, opportunities for self-advancement, expression of sexual desires and fulfilment of sexual needs. In other words, masculinity, which emphasizes male sexual pleasure, values the display of sexual prowess and encourages men to have multiple sexual partners, is responsible for enhancing the risk of STD and HIV. While women may be prepared to take measures to protect themselves from HIV infection, and while it is in the interest of men also to protect themselves, their partners and families, women's desire for safe sex is frequently visited with lack of cooperation from men (Meursing and Sibindi 1995 :58) . The power and privilege of men in their relations with women often translates into a sense of entitlement to express their desire and seek pleasure. Therefore, it is men's assertion of their entitlement to pleasure, and the demonstration of power that underpins this assertion, that help to explain the effects of masculinity on sexual health.
Despite increasing recognition of the importance of more equal gender relations, many programmes continue to work solely with women in an attempt to help empower them in sexual relationships. As Wood and Jewkes (1997) point out, however, this focus is often based on an erroneous set of assumptions about women's ability to control and sustain their sexual health. This over-emphasis on reaching women who are particularly vulnerable to HIV infection has led to a neglect of two key factors: men's participation in programmes and programming, and sensitivity to broader social circumstances (Mbizvo and Bassett 1996) . For example, while numerous HIV prevention programmes and interventions have focused on women sex workers, considerably less attention has been given to their male clients. Dr. Hiroshi Nakajima, the Director General of World Health Organisation said at the opening ceremony of the women's conference in Beijing that "The real challenge is empowering women to avoid exposure to infection, and supporting them to cope with AIDS. In all cases, it means that men must take on their fair share of the responsibilities for AIDS care and for preventing transmission" (WHO Feb.8 1995) .
In much of the literature on gender and development, women are written about as hard working and caring with a strong orientation towards community, while men are constructed as individualists who put their own desires first. Men in developing countries have almost uniformly been characterised as inconsiderate, unreliable, predisposed to coercion, rape and violence, as well as being relatively unable to control or change their behaviour. As such, they offer a counterpart for images of women as disempowered and with little control over their social and sexual lives. Male sexuality is often thought of by both men and women as unrestrained and unrestrainable, and in some parts of the world having an STD is considered a badge of honour which symbolises manhood (de Bruyn et al 1995) .
There is now widespread recognition that use of condoms reduce the spread of STD and HIV considerably. However, women have reported that asking a partner to use a condom may be tantamount to accusing him of infidelity (Heise and Elias 1995; Ankrah and Attika 1997) . As Rao Gupta, Weiss and Mane (1996:345) have suggested, it is essential "... that interventions to strengthen women's sexual negotiation skills be conducted concurrently with educational programs designed for boys and men. Such programs must go beyond teaching condom skills by promoting men's participation as equal partners in safer sex planning". Theoretically, if condom use is requested by a woman, this would allow women to define the terms of sexual engagement. The idea of propagating the widespread use condom suggests that men reprioritise their own sexual pleasure in the larger interest. But for men to demonstrate a degree of control over sexual behaviour may be feminising since male sexuality, as mentioned earlier, is most commonly understood as uncontrollable. Risk-taking in itself is considered to be a typically masculine trait making men unfavourably disposed to use of condoms. Wilton (1997) points out that non-penetrative sex is rarely an option in heterosexual relationships since vaginal sex tends to be understood as normal adult sex, and other forms of sexual pleasure may be seen as a kind of reversal into adolescence and therefore inferior. This paper is based on systematic observation of a sexual health project in the Municipal town of Kottayam in Central Kerala for two years. The sex workers and their partners constitute the primary stakeholder group of the project with the spouses of those having multi-partner behaviour constituting the secondary stakeholders. The project is funded by the Department for International Development (UK) with the National AIDS Control Organisation (NACO) serving as the Country Nodal. In each of the states, there are AIDS Control Societies to coordinate the implementation of the project. Both NACO and AIDS control societies function as extensions of the relevant government departments of the centre and the states. In Kerala, at the ground level, there are thirty-nine non-governmental organisations (NGOs) that actually implement the project. Between the society and the partner NGOs, there is an intermediary organisation known as the State Management Agency. Originally envisaged as a monitoring agency, it is this intermediary organisation that manages all aspects of the project.
Data for the study were collected through observation and prolonged and multiphased interviews with the sex workers who reported at the drop-in-centre (DIC) operated by the project. The first part of the paper deals with the approach of the women's movement in the state of Kerala to the sex workers. Then, a brief account of the extent of gender blindness present at the organizational level is presented. This is followed by a description of the project area, project goals, implementing organisation and the socio-economic profile of the sex workers among whom this study was undertaken. Then the paper proceeds to identify the unstated assumptions of the sexual health projects currently in operation in the state and each of these is contested with reference to the field situation in Kottayam. This is followed by identification of some issues in sexual health and suggestions for gender-sensitive sexual health intervention.
Sex Workers and the Women's Movement
Sex workers are often excluded from women's activism by treating them as a separate group. Small wonder that women's activists have not been particularly successful in highlighting gender issues in sexual health. Even those working in the health sector are not sensitive to them. There are two types of women's organisations in Kerala. They are the party-affiliated ones having large membership. Then there are the autonomous ones having few members, often surviving on the initiative and clout of certain leading individuals. It is interesting to note that both these groups are vehemently opposed to the organisation of women sex workers. Legalisation of sex work is often identified with attempts aimed at organising the sex workers 1 . For example Meenakshi Tampan, an academic, former legislator and leader of a woman's organisation affiliated to the Communist Party of India takes the position that organising the sex workers would create a "red street in Kerala", paving the way for emboldening women to undertake sex work without the numerous legal constraints that they currently have. She thinks that organising them would lead to the institutionalisation of sex work (Preetha 1999: 24) . M.C. Josephine, the State President of the Democratic Women's Association associated with the Communist Party of India (Marxist) also sees this as part of the commodification of women following globalisation. Ajitha, an erstwhile activist associated with the radical Maoist movement in her younger days and presently describes herself as a social worker, and heads an autonomous women's group known as Anveshi, also looks upon initiatives aimed at organising the sex workers and also the attempts aimed at projecting their human rights issues particularly by some non-governmental organisations as a part of the strategy of globalisation. She takes exception to the description "sex work", given its generic commercial tenor (Malayala Manorama, Nov.8, 1998: 7) . Sara Joseph, a feminist activist and writer says that, although the concept of organising sex workers as well as the notion of sex work looks attractive prima facie, it hides more underlying dangers. According to former state Women's Commission Chairperson and poetess B.
Sugathakumari, organizing sex workers "would eventually lead to the demand for licensing brothels." (Radhakrishnan 1999: 33) . All these positions have been formulated without recognising the gender dimensions of sex work and the threat to the health of the sex workers. Those who support the organisation of female sex workers include a number of leading men in the state like K. Venu-a social activist and a former Maoist, Sakkaria-a Malayalam litterateur, Pavanan-a rationalist, V.R. Krishna Iyer-former justice and leading writer and Rose Mary-a woman writer in Malayalam. All of them approach the problem from a human rights perspective. The entire discourse on sex work in the state has been built around the themes of morality, sexuality and human rights, not from the angle of the specific health needs of the sex workers. This is not to deny the fact that gender issues can be subsumed under the category of human rights. Although HIV intervention projects have been in operation in the state for more than five years, these projects have not been able to address and sensitise the women's leaders and human rights activists about the gender dimensions of sexual health. The lack of clarity about gender issues surrounding sexual health at all levels of the organisation of the HIV intervention projects perhaps needs to be addressed first before its dissemination to the relevant groups could be contemplated.
Context of the Study
The investigation was undertaken in the Municipal area of Kottayam, a medium-sized town in the central part of Kerala. Kottayam municipality has a population of 63155 as per 1991 census. The area covers 15.55 square kilo meters. It was the first town in the country to be declared as cent percent literate. Incidence of STD is relatively high among women living in the twenty five colonies (numbering about 1000 poor households) in the area whose spouses are exposed to multi-partner sex. Medical as well as laboratory facilities are in a relatively advanced stage in the municipal area. It is found that health-seeking behaviour is quite high among the general population of Kottayam. There are eight venereologists practising in the area, of whom seven are males. A medical college is also situated in the vicinity of Kottayam. The town also has a District Hospital where specialist treatment is provided. There is a separate health department in the Municipality headed by a medical officer. As many as 172 para-medical and supportive staff are employed by the Department. It has also community centres where maternal health services are provided.
Profile of the Target Group
Of the 213 female sex workers identified 189 reported at the drop-in-centre (DIC). In order to survive in the sex industry and prevent social disapprobation and disabilities, eighty eight percent of the sex workers live with male partners, described variously by them as husbands, lovers and caretakers, as the case may be. The sex workers have been found to be paying a heavy price, both in material and physical terms, for maintaining these partners. Regarding the age of the sex workers, there are only three who are less than nineteen years. Sixty five percent of the sex workers belong to the age group of 20-39 with the largest concentration in the 30-39 category. Those above fifty years of age account for 7. 87 percent of the total. Those who work exclusively during day time accounted for 49.60 of the total. Those who work only in the night accounted for 11.03 percent. The remaining 39.37 percent work both during day and night. No child sex worker has been found among the respondents. All the one hundred and eighty nine sex workers are either street-based or operate from small and medium-sized lodges or from houses as well as from parked vehicles. (The study does not cover women who engage in sex work casually and the high profile women who operate from star hotels and other venues.) In majority of the cases under study penetrative sex is performed. The minority who engage in non-penetrative sex with their clients do so in the cinema halls and open spaces under cover of darkness. The charges for non-penetrative sex are relatively low, between fifteen and fifty rupees. Some street-based women who offer penetrative sex also charge approximately the same rate. For penetrative sex in other venues, the charges range between hundred and five hundred depending on a number of factors. Regarding educational levels, 12. 60 percent of the sex workers are illiterate, 42.52 percent have educational level of fifth standard or below; those between sixth and tenth standard account for 40.94 percent and the remaining have had two years of pre-degree (college) education. The sex workers of Kottayam are drawn from all castes and religious groups. Majority of the street-based sex workers are drawn from the lower castes.
Profile of the Project, Implementing Organisation and Staff
The Kottayam Safe Sex City Project was started in the middle of 1999. Its primary objective is to prevent unprotected sexual behaviour among the vulnerable groups, particularly female sex workers and males having multi-partner sex with their own sex.. This is sought to be realised by promoting the use of condoms. Other objectives of the project include provision of clinical services like STD care, emotional and psychological support to the target group, reduction of frequency sexual encounters of the sex workers, networking with NGOs and advocacy with governmental agencies at different levels so that they develop some stake in the project. The project holder-the Centre for Rural Management-is a multi-purpose NGO of ten years standing based in Kottayam. The staff of the centre did not have any experience (other than a three-month long need assessment study) in implementing sexual health projects. The staff are drawn from the professional social work stream as well as the activist stream approximately in the ratio of 1: 1 unlike in other sexual health projects implemented in the state where the staff are exclusively drawn from the professional stream. The staff adopted an evolutionary approach to the whole question of sexual health management, evolving strategies in response to specific situations rather than being blindly influenced by ideas and methods found appropriate in other social settings. The dropin-centre (DIC) for female commercial sex workers is a central institution in the intervention programme. It postulates centralised provision of the project services in a user-friendly manner in a single venue, and also serves as a transit and rest place for the sex workers. The DIC is managed exclusively by female staff, which includes a project officer, a counsellor, three field officers and a venereologist who visits the centre once in a week. Gender issues have been identified as they arose at every stage of the intervention project. The very division of staff along gendered lines and the creation of an all women DIC was based on a recognition of the importance of some of these gender questions.
Gender Blindness at the Organisational Level
The guidelines issued by NACO, the Country nodal organisation, relating to gender, are too generally worded and, as is customary of government documents, fails to address deeper issues surrounding man-woman relations, sexual or otherwise, that prevail in the Indian society. It lacks a sociological perspective without which sexual health intervention from the point of view of women is fraught with adverse consequences. There are no concrete proposals to take into account the regional specificities of sexual health intervention in different sites within the country or to learn from practice in order to evolve a practical gender policy. In sum, power issues which are central in man-woman relations in the country, are not reckoned with. Although as many as eight consultants work in the organisation, there is no one dealing with gender issues. In other words, by setting the gender agenda in a very feeble way, the organisation seemingly circumvents the task of bringing gender into the forefront of sexual health intervention 2 . The situation is no different at the state level. Although technically the State AIDS Control Society is at the helm, in practice, the State Management Agency (SMA) has overshadowed the former. The direction provided by the SMA for project formulation makes a subdued mention about gender. However, the project appraisal does not involve recognition of gender as a category. In the implementation stage also, no directions relation to gender sensitivity are provided. The composition of the Steering Committee, Core Group Committee and staff of the SMA betrays a high degree of male predominance 3 . The staff of the SMA also have not been sensitised about gender issues 4 . If we look at the way training has been organised, absence of gender sensitivity is glaring. Of the fourteen training sessions organised so far, none had gender as a subject of training, either as a major or ancillary subject. While monitoring the project of the partner NGOs and in the periodic reports prepared relating to management information system (MIS), similar lack of gender sensitivity is found 5 . Coming to the partner NGOs, most of them are male-headed and hierarchically organised. Gender blindness is the rule here also. Because gender issues are not prioritised by the co-ordinating agency, the NGOs tend to relegate such issues, or even if they recognise the need for incorporating such issues, they find themselves incapable of organising gender-based training all on their own. The net result is total lack of gender sensitivity.
Assumptions
The operational (hidden) assumptions of the sexual health projects implemented in Kerala are also highly biased against women. There are seven assumptions which any discerning analyst would identify. The first assumption is that notions of gender justice are not applicable to the sex workers because sex work is immoral and the morality informing gender justice would not be applicable in their case. In other words the sex workers become the moral "other" in the justice discourse. Sexual health is often seen primarily as a human problem irreducible to gender categories and even if such issues can be legitimately addressed, the commercial sex workers are seen as a particular lot unworthy of such special considerations. Another reason why gender justice does not apply in their case is that the sex workers are seen as a liberated lot with high degree of mobility and enjoying freedom without being accountable to any one. The implication is that they are not susceptible to the vulnerabilities characteristic of ordinary women in Kerala. The second assumption is that the sex workers are the primary source of infection and the spread of STD and HIV. This is also reinforced by the fact that heterosexual behaviour currently accounts for the highest incidence of HIV. It is interesting to note that as the number of HIV incidence through heterosexual behaviour increases, the female sex workers are increasingly blamed for that and targeted in intervention programmes. The third assumption, which follows from the second, is that the males including the clients of the sex workers, have only a secondary role in HIV prevention. The fourth assumption is that the responsibility to ensure that condoms are used by the clients is that of the sex workers themselves rather than the clients and the former are capable of persuading their clients to this effect. The fifth is that sex relations and negotiations involving sex workers and male clients takes place in an environment of equality and the sex workers cannot be easily exploited on this count. The sixth is that the sex worker has no other identity worth recognition or even when such identities exist, they are secondary and need not be recognised. The seventh is that intervention among female sex workers can be carried out by mixed sex or all male staff and the sex of the staff does not have any direct bearing on project outcomes. The net result of all these is that women become the main, if not sole targets, of the various intervention programmes carried out in the state of Kerala. Based on these assumptions the strategy for HIV prevention is evolved-'sex workers with condoms'. If condom is the primary tool, its procurement, keeping and disposal is seen as not difficult for sex workers.
Evidence from Kottayam
Intervention among the sex workers spread over a period of two years has revealed a number of facts which tend to belie each of these assumptions. It has been found that the sex workers are equally vulnerable like other women. Eighty two percent of the sex workers have been subjected to violence of a serious kind, mainly from their male clients. Instances of rape also have been very frequent. A sex worker is seen as having no right to her body and even when a woman complaints of violation, nobody, including the personnel of the law enforcement machinery takes it seriously. Two sex workers migrated to Tamil Nadu owing to frequent rapes. This particularly happens to younger women. Because the sex workers in Kerala are not brothel-based and the site of sexual activity is always chosen by the males (usually lodges, dark corners of streets etc.,) the women are constantly under threat to their life. Instances of cheating sex workers after services have been provided and looting their income by goons, pimps and clients, have been reported frequently. Instances of fellow sex workers engaging in looting or cheating have not been reported. Added to this is violence and exploitation by the police. Twenty three percent of the sex workers have been subjected to severe police brutality and assault. Twenty percent of the sex workers have been subjected to severe assault from goons, criminals and pimps. Hence the sex workers are not a liberated lot free from the insecurity experienced by other women in society.
Secondly, the project has identified 213 female sex workers as against 475 males engaging in sex work, either partial or full. Further, the rate of incidence of STD among the clients is roughly equal to that of the sex workers. Ninety percent of the sex workers tested for STD had the disease. Of the regular clients tested for STD, the corresponding percentage was 85. Hence putting the blame for being carriers of STD/HIV solely on the sex workers is not borne out by facts. It is this refusal to recognise male responsibility by officials, doctors and intervening organisations, both private and public, that acts as a hindrance to effective sexual health intervention. The designation `sex worker' in the sexual health intervention discourse applies to females only. Male counterparts are known as males having sex with males or MSMs which tends to downplay the role of males in commercial sexual activity. Thirdly, it has been found that the sex industry is mainly demand-driven rather than supply-driven. Hence it is not correct to hold the view that the commercial sex worker alone is to be blamed for the persistence of the sex industry. However, the demand -driven dimension has been relegated to a secondary position in the intervention discourse. Unlike in a typical market transaction where the demand and supply tend to respond more evenly in response to fluctuations in either of them, in the sex industry matters are complicated by the unequal position between the two sets of actors representing each side. The male clients who represent the demand side are socially more powerful compared to the sex workers who represent the supply dimension.
Fourthly, male condoms are the primary means used for HIV prevention. Because they are to be worn by the males, women do not have the power and means to ensure male compliance in the use of condoms. Only rarely do women have direct control over the contexts, occasions and forms within which sex takes place, and there is a substantial literature to indicate how difficult it is for women to persuade men to use condoms and/or reduce the number of partners in circumstances where the latter are unwilling to do so (World Health Organisation 1994). For a woman to buy a condom is an embarrassing activity not to speak of negotiating with a male partner over its use (Stein 1997) . Male clients tend to either resist use of condoms on one pretext or the other or cheat the sex worker by removing the condom just before the sexual act. Even though the sex workers have been conscientised about the need for use of condoms, it is still this powerlessness that leads to continued resistance and cheating on the part of some clients. In such situations, the sex workers are helpless since the situation is beyond their control. Although some sex workers have been found to check compliance before actual penetration take place, for most of them, the unequal power relations stultify their efforts. As far as the sex workers' sexual relations with their husbands, lovers and caretakers (most of them known for their high risk behaviour) are concerned, the sex workers have no choice. Talking about condoms, Anna Forbes (1997: para 5 of website) says, "For lots of women, condom-less intercourse is what you do to keep your man coming home and a roof over your kid's heads. It is the price you pay for your next fix or to get out of a beating". It has been found that women who are quite new to the field find themselves more powerless compared to women who have been in the field for years. The latter group have achieved negotiating skills, to some extent, with their clients through years of experience in sex work.
Male domination in sexual encounters is found to exist in respect of three counts. The first relates to location of the sexual service. Second relates to type of sex offered, and the third, over the duration of the service provided. Since decisions relating to all of these are taken by the males and women have no say on these matters, they are additionally disadvantaged to define the terms of sex in their favour. In other words, negotiations over sex does not take place in an atmosphere of equality.
The sex workers have multiple identities. They are mothers, daughters, sisters and lovers with accompanying responsibilities. Often they have come to the sex industry to meet some of the responsibilities accompanying these identities and often their sex worker identity is derivative of more fundamental identities which they value 6 . For example all sex workers engage in sex work in order to support their children, ailing parents or other members of family, disabled lovers and so on. Of the 189 sex workers who regularly drop in at the DIC, eighty six percent are mothers. Among them 27 percent of them have a single child, 42 percent have two children, 21 percent have 3 children and the remaining ten percent four children. Seven percent of the respondents are fully responsible for taking care of both their parents. It may be noted that collection of data on the basis of strict classifications of these women as in conventional surveys is not easy because of the multiple and overlapping identities that they have.
Because most of the sex workers are engaged in a struggle for existence, their survival needs often take precedence over concerns about HIV. Added to it is the fact that women find intimacy in their relationships to be more important than protection against HIV. In other words, it is this emotional and social dependence on the males (pimps, lovers and caretakers) that force them to engage in unsafe sex with them (Sobo, 1995) .
It has been found that the sex workers are acutely sensitive to the sex of the staff engaged in intervention programmes. They tend to be more responsive and forthcoming in the company of female staff rather than mixed staff. They are seen to be very reticent while conversing with male staff. It also means that the female sex workers have the same sensibilities like other women which they are prepared to share with those of their own sex provided no moralising stand is taken by the latter. In sum all the assumptions held by the sexual health projects, implemented in Kerala do not hold good in the case of the sex workers of Kottayam.
There are also serious problems with the collection and keeping of condoms. There are many sex workers whose families may not be aware of the work that they do. Buying condoms from the medical shops is also not free from embarrassment. Male pharmacists often do not spare the sex worker from ridicule 7 .
The Achievements of the Kottayam Safe Sex City Project
The division of the project along gendered lines as well as recruitment of staff accordingly had real benefits. The all-women atmosphere of the DIC created a congenial psychological environment for successful intervention among the sex workers. In other projects implemented in the state, DICs are often managed by mixed staff even though the presence of males tend to make the sex workers uneasy. The DICs have been closed down temporarily in many projects after the sex workers got into conflict with the project staff as well as the people in the neighbourhood. The management of DIC has often been a nightmarish experience for many project holders and some of them are found to be wary of including a provision for a DIC in their project renewal proposal. Given the existence of a non-brothel situation in Kerala, the concept of a DIC has added significance. However, no strategy for their effective management has been evolved so far. In the Kottayam case, the DIC was never closed down. Instead the opening hours have been extended on demand and it has been kept open even on holidays. Males are not allowed entry in the DIC. Gender-sensitive counselling is provided by the female staff on a day to day basis. Apart from this, an external agency having all-female staff has been enlisted to provide selective counselling to the sex workers. Similarly, women activists and functionaries alone were drafted in as the support structure of the project. This includes, people's representatives of the Municipality, leading women lawyers, lady college lecturers, women prosecutors, women political leaders, women police and social workers.
A sex worker was seen first as a woman by the project staff with all susceptibilities and vulnerabilities accompanying that status. This enabled the staff to identify themselves to a great extent with the sex workers in the common identity of womanhood. There is some sort of an emotional attachment on the part of the sex workers to the DIC and the staff. Their needs arising from their multiple responsibilities are recognised and efforts are made to assist them on a modest scale towards meeting them. In view of the increasing feminisation of poverty, the project initiated a self-help credit programme for the sex workers and a sum of Rs. 35000 has been saved so far. They are also motivated to apply for pensions and other schemes initiated by the social welfare department and urban local bodies. Efforts have been taken to make the sex workers involve in the development and training programmes organised by the government departments. But the response of the officials towards the sex workers has been not often been encouraging 8 . A gender sensitive strategy adopted by the project right from the beginning has yielded some positive results. It has been possible to achieve more effective syndromic management of STD compared to other projects implemented in this line (Chathukulam and John 2001) . This was achieved by developing excellent case histories of the sex workers thanks to the all-women atmosphere that exists in the DIC. In such an atmosphere women are able to move around freely, often with minimum dress, when their regular dress is to be washed and dried. The DIC provides a sense of freedom which they seem to enjoy. All these measures helped develop among the sex workers a high degree of stake in the project. Further, there has been some degree of success in realising the project goals such as STD identification and care, condom use, enhancement of bargaining capacity, behavioural changes and reduction in number of sexual encounters. It has been found that the female sex workers developed habits like collective singing and recitation of group prayers, which evolved in a natural manner in the drop-in-centre leading to some degree of camaraderie and solidarity among them. The development of a sense of sharing and caring among the sex workers has contributed to the resolution of conflicts that arise between individual members. Care was taken to prepare educative material of a size, which enables the sex workers to read the material holding it in their hands without others noticing it. The messages also were simple and short with pictorial presentations for easy grasp. At the same time the staff became conscious of their own limitations in addressing structural questions related to gender.
Poor women in the colonies whose husbands have multi-partner sex and are aware of it, even if they are provided information and empowered, are unable to insist on the use of condoms because of the powerlessness they face. For many of them, asking their partner to use condoms would have devastating effects on their marital life, a point which affects women most. Because this is linked up with questions of power, this area remains uncharted. Ensuring the compliance of clients in condom use necessitates the need for joint targeting instead of targeting the sex workers alone. Even when men consent to use condoms, it is the responsibility of females to put the condoms on the male penis, remove and dispose them. All these are seen as the burden of the female sex worker and reflect deep-rooted and asymmetrical power relations. They are also forced to drink liquor according to the wishes of the client. In other words the female sex workers are not seen as subjects but just objects of men's desire to be used as they please. It is also found that sexual activity takes place in camera and any protestation on the part of the woman is likely to boomerang on her rather than her male partner as evidenced by police records. It has been found that the women police have not tortured the sex workers on any occasion unlike the male police.
Some Further Issues
Unlike men, women have certain biological features which enhance their susceptibility to STD. It has been found that healthy women having sex with an infected male has two to four times greater probability of contracting disease than the other way round. During sex semen is deposited in the cervical tissues of the woman and it may remain there for hours and enters the blood stream unless properly washed out. Secondly it is more difficult to diagnose STDs in women based on the syndromic approach compared to men. The result is a woman having untreated STD is more susceptible to contracting HIV compared to a male who at least can identify most STD infections since it is visible on his external genitalia. Power issues are even more crucial. Ankrah E. Maxine (1996) says: " The reasons for women's greater vulnerability have less to do with biology or behaviour than with fundamental issues of power and control". The Beijing declaration also said, "Women, who represent half of all adults newly infected with HIV/AIDS and other sexually transmitted diseases, have emphasised that social vulnerability and the unequal power relationships between women and men are obstacles to safe sex, in their efforts to control the spread of sexually transmitted diseases. The consequences of HIV/AIDS reach beyond women's health to their role as mothers and caregivers and their contribution to the economic support of their families. The social, developmental and health consequences of HIV/AIDS and other sexually transmitted diseases need to be seen from a gender perspective" (Report of the Fourth World Conference on Women, 1995 : para 98). The fact that gender dimensions have not been incorporated into the training provided to dermatologists, who are usually males, also is a serious handicap. Most of them have been socialised into masculine notions of sexuality and carry all the prejudices accompanying them 9 . Because of male resistance to condom use and the difficulties which women encounter while negotiating with clients on the use of condoms, some researchers have suggested that female controlled protection is necessary for HIV prevention (Heise and Elias 1995) . The female condom, although more expensive and less widely available, provides women with an extended choice of protection, and recent research suggests that male resistance to female condom is less compared to the male condom (Aggleton, Rivers and Scott 1998) . In a poor country like India introduction of female condoms may not be practical in terms of affordability.
Even though we have moved a long way from the terminology of 'women in development' to 'gender and development', the majority of efforts aimed at challenging and transforming prevailing gender relations still concentrate on women alone. Relatively few start from a recognition of the needs of both women and men (White, 1997: 16) . In view of the fact that it is male sexuality, and the cultural, economic and political contexts that shape its expression which functions as the main HIV risk factor for many women, efforts to integrate men into HIV prevention programmes are urgently required. As Rivers and Aggleton say, "Involving men more fully in HIV prevention work is essential if rates of HIV transmission are to be reduced. While such a move may not be universally popular, it seems necessary if we are to ensure that men take on greater responsibility for their own sexual and reproductive health, and that of their partners and families " (1999: 18) . However, concern has also been expressed about shifting the focus, and resources, from women to men (eg. Berer 1996) . Involving men in ways which are more supportive of both women and women's concerns holds the key according to scholars holding the latter position. They subscribe to the view that 'If empowering women is to remain the end point ... policies for change that involve men must also be grounded in a woman-centered and gender-sensitive perspective, not just taking men's perspectives or needs into account.' (Berer 1996: 9) .
Conclusion
Women's health involves their emotional, social and physical well-being and is determined by the social, political and economic context of their lives, as well as by biology. The experience of Kottayam Safe Sex City Project shows that sexual health projects need to be acutely gender-sensitive if they are to achieve sustainable outcomes. The paper has shown that sexual health projects often operate on the basis of genderinsensitive assumptions. However, the mechanically conceived and gender-insensitive condom promotion programmes currently in operation represent a piecemeal approach to what is a larger societal question, the question of gender equality, the question of unequal male-female power in society. Without addressing these larger questions, it would be unrealistic to expect the sex workers to bring about condom promotion on their own. The HIV problem is currently seen as amounting to a crisis of a serious kind which needs to be approached with the urgency it deserves. This crisis approach tends to relegate gender questions. However, without acknowledging the primacy of gender questions and evolving strategies to address them, the intervention efforts would not yield the expected results.
In this connection a few suggestions for ensuring the mainstreaming of gender at the organizational level are in order. The NACO should play a leadership role in this regard by enlisting the services of a number of gender consultants to advice the organization on gender issues. The state level nodal organizations and the monitoring agencies also should have such gender specialists. Further, gender should constitute one of the key reference points during appraisal, monitoring and evaluation of individual sexual health projects. Ideally only female staff should be recruited in projects meant for female sex workers. The entire project staff should be given training in gender awareness and the ways and means of ensuring it, illustrated with suitable examples. Both in the NACO and the State AIDS Control Societies, members of the national and state human rights commissions and women's commission, as the case may be, can be accorded the status of ex-officio members or invitees.
Most of the issues raised in the paper are not exclusive to sex workers but are applicable to man-woman sexual relations in general. Many are of a structural nature calling for more fundamental changes in man-woman relations. What the Kottayam Safe Sex City project could achieve is gender sensitivity at the behavioural (interpersonal and psychological) level. While the rapport that the female staff could build up with the sex workers through joint examination of issues from the vantage point of shared womanhood enabled more free and frank exchange of experiences leading to easy identification of STDs and speedier access to the medical services offered by the project, a feeling of helplessness has also developed among the project staff in the context of the larger structural questions over which role of agency is severely circumscribed. Because it is men who decide and have greater independent behaviour in their sexual lives, their wholehearted cooperation must be enlisted if HIV intervention programmes are to achieve a fair degree of success. Forums where open exchanges or dialogues between men and women are necessary in order to expose the patriarchal sexual perceptions and evolve a more inclusive approach to sexual health. Reproductive health is currently seen as a woman-focused problem; it should become a human problem. Similarly, the assumptions, strategies and practices of sexual health projects need to be reformulated in such a way as to make them gender-sensitive. The negativism of the women's movement in Kerala to the sex workers only acts as a major handicap in highlighting the gender dimensions of sexual health 10 .
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Notes
1. The legalisation of sex work has been an issue that has generated lot of debate among feminist circles the world over. Most feminists had held the view that sex work should end since it was harmful to women. This was seen as the right approach to support the cause of women sex workers ( Chapkis 1997) . In the last decade the pro-prostitution position among some feminists was reinforced by post-modern insights, which disregarded the material basis of social phenomena and adopted relativism. Some feminists in this line even argue that there is no inherent meaning in prostitution ( eg. Bell 1994) . But feminist theorists of the former persuasion say that sex work is a form of violence committed by males against women ( Giobbe 1991; Hoigard and Finstad 1992 ) Janice Raymond, the Co-executive Director of Coalition Against Trafficking in Women protests the economic recognition short of legalisation that the International Labour Organisation has given to sex work . According to her recognizing the legitimacy of the sex sector will reinforce women's subordination and lead to greater sexual objectification and economic inequality of women. In countries that have recognized prostitution as work, the number of brothels exceed the number of schools, according to her ( Raymond 1998) . A signed statement of 14 women's organisations in India said "Prostitution, whether forced or voluntary, is a violation of human rights and the ultimate degradation of the human body". The organisations include the All-India Mahila Dakshata Samiti, the Joint Women's Programme (JWP), the Centre for Social Research (CSR), Parivartan, the National Federation of Indian Women (NFIW) and Streebal (Katyl, 1997) . When the Forum for Sex Workers of Kerala (FSWK) was launched most of the women activists in Kerala opposed the move on the ground that it would pave the way for licensing sex work. However, Maithreya, a social critic and one of the founders of the FSWK, calls much of this opposition unwarranted. He says: "We are not for legalising the profession nor licensing brothels. All we are saying is that if a woman wants to be in the business by choice, she should be allowed to and it should be unshackled from issues of morality." ( Radhakrishnan 1999: 33) .
2. The NACO statement on sexual health says the following: "Many sexually transmitted infections in women are asymptomatic. For instance, more than 50 per cent of gonorrhoeal infections in women are asymptomatic; thus there is no felt need to seek health care Most women have very limited understanding and awareness of sexual and reproductive health. Even in the presence of symptoms, they either frequently ignore them or not associate them with STD. The taboos surrounding sexuality and STD lead to a situation where people, in particular women, seeking health care for STDs are stigmatised; this is especially the case where STD care is provided through easily identifiable specialist STD clinics. Women feel uncomfortable being examined by male doctors, but very few female doctors are available in STD clinics; even if women attend STD clinics, they are usually not examined properly or the necessary treatment may not be given" (Government of India, 2000:38-39) 3. Only Tamil Nadu AIDS Control Society has an exclusive division on women and AIDS.
4. A senior staff of the SMA in charge of training, during a PE training session conducted by the Kottayam Safe Sex City Project, started addressing the participants by asking those among them having STD to raise their hands. The gender sensitive staff of the implementing organisation objected to this then and there. The incident may be interpreted as impertinence in one sense; but from the point of view of gender, it amounts to high degree of insensitivity.
5. So far two reviews of the project under study have been done, one mid-term and the other annual. The mid-term review was done by the students of the School of Gandhian Thought and Development Studies, Mahatma Gandhi University, Kerala. In this, data from the sex workers were collected by the girl students and this contributed to generation of reliable data. The evaluation report produced by them appreciated the gendered division of the staff and suggested a similar staffing procedure for other projects. Whereas the SMA team which conducted the annual review consisted wholly of male evaluators making even some sex workers to question why no woman was included in the team.
6. In this connection, the manifesto of the sex workers says: "Many of us sex workers are mothers --our children are very precious to us. By social standards these children are illegitimate --bastards. But at least they are ours and not mere instruments for maintaining some man's property or continuing his genealogy. However, we too are not exempt from the ideologies of the society we live in. For many of us the impossible desire for family, home and togetherness is a permanent source of pain."(Manifesto of the Sex Workers 1997)
7. For example, a sex worker kept condoms in her purse, and on reaching her house , her child who has the habit of feeling her purse whenever she came home, opened it and the condoms came out in full view of the family, which is often unaware of what she is doing adding to her embarrassment. On another occasion, she hid the condoms in her blouse , and when the child had to be breast fed, it again came out in view. Such problems are not faced by the males. When a male client who wants to use condoms and does not have it, he usually asks the sex worker to purchase it from medical shops while he waits in a vehicle. The sex worker who collects the condom is greeted with a mischievous smile by the male pharmacists in medical shops.
8. For example, ten sex workers got themselves registered in a training programme for fisheries organised by the Department of Fisheries in Kottayam. On the second day, the Department officials simply asked the sex workers to leave. Such violations of human rights makes it impossible for the project to embark on any programme in which the wider society is also involved. Their status as sex workers deprives them of all considerations which an ordinary woman is likely to get. In this case, a complaint was lodged with the Human Rights Commission by the Project Officer and the Official responsible for the act apologised before the Commission and relented. However, such acts speak of the deep seated prejudices existing in government departments which work against attempts to rehabilitate the sex workers.
9. Venereologists generally tend to locate the source of infection exclusively on female sex workers, which is actually not true. Two male sex workers of Kottayam for example approached a local venereologist after detecting STD symptoms. Both of them had never engaged in sex with females. On seeing them, the first remark of the doctor was "from which female sex worker did you get this?". The two of them just laughed away at this reprimand.
10. This negativism arises partly from the lack of familiarity with the world of sex work and the gender and health issues arising from the intervention programmes currently being implemented in the state. K.A.Jayasreee, Chairperson of the Foundation for Integrated Research in Mental Health, a Thiruvanthapuram-based non-governmental organisation, which also runs a sexual health project in the city said in an interview held on 10 August, 2001 that the indifferent attitude of the women's groups is a matter of differing perspective. More than the differing positions that the women's groups take, it is the refusal to engage in serious interaction with the sex workers, which underpins their negativist stance according to Mary Sebastian, Counsellor in the Family Court, Kottayam, who had worked for a year as the Project Officer of the Kottayam Safe Sex City Project(Interviewed on 9 August , 2001).
